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THE HEART IN THYROID DISEASE 


The recognition of the heart in thyroid disease 
demands almost as much emphasis as proper treat- 
ment. In every community today there are bed- 
ridden patients with heart failure who could be re- 
stored to normal activities if the underlying and 
precipitating cause, namely, hyperthyroidism, were 
recognized. 

What is the so-called thyroid heart? It is any 
heart upon which the drive of hyperthyroidism is 
acting. Although an individual may have mitral 
stenosis, angina pectoris, hypertensive heart dis- 
ease, or even syphilitic heart disease, yet toxic 
goitre, unrecognized, may be present. It is because 
of the presence of these lesions that the true cause 
of heart failure is often overlooked. Another reason 
for emphasizing recognition of the heart in thyroid 


‘disease is the fact that in older people hyperthy- 


roidism is not of the same type so commonly seen 
in younger people. A person past fifty does not 
always react to thyrotoxicosis in the usual textbook 
manner. Exophthalmos and activation may be en- 
tirely absent; instead he may appear apathetic. Vis- 
ible goitre may not be present. 

Hyperthyroidism characteristically increases the 
pulse rate and the pulse pressure, causing a rapid, 
bounding pulse. Another feature in about ten per 
cent of the cases is the presence of absolute irregu- 
larity of the pulse or auricular fibrillation. This 
irregularity should at all times suggest goitre as a 
possible cause. If allowed to continue it will result 
in congestive heart failure, or decompensation in 
many cases, Edema may vary from a slight amount 
to massive anasarca. The heart may be enlarged 
and in some cases dilated, although it is difficult 
clinically to determine this because of the forceful 
and diffuse impulse. 


Of what value is the basal metabolism test in 
detecting these cases? As a rule, clinical judgment 
must take first place and the metabolism test should 
be used as confirmatory evidence. One of the pit- 
falls in diagnosis and treatment of goitre is caused 
by the patient with a large, nodular goitre and 
hypertension. The basal metabolic rate in these 
cases may be elevated. It is therefore not of great 
value as an indication of hyperthyroidism. It is of 
more value when it is normal because then it can 
be said that the goitre is producing no toxic symp- 
toms. When the basal metabolism is repeatedly 
elevated, one must then decide if physical findings 
and history are consistent with hyperthyroidism or 
whether it is caused by hypertensive cardiovascular 
disease or emotional instability. Distinguishing fea- 
tures in these hypertensive cases are the well-nour- 
ished condition of the patient and the absence of 
weight loss. The blood pressures are high, especially 
the diastolic blood pressures, and the substernal 
distress or choking usually ascribed to goitre, is 
many times due to underlying heart disease. Iodine 
does not benefit these cases and surgery will do 
harm. 

The treatment of the heart in ‘thyroid disease is 
esscntially the treatment of hyperthyroidism and 
the treatment of heart disease. The treatment’ of 
hyperthyroidism should be carried out with sub- 
total thyroidectomy as a goal. In the milder cases 
Lugol’s solution, ten drops three times a day in 
water, milk or chocolate, is the usual pre-operative 
dose. Food and fluids should be forced with a high 
carbohydrate content. This can be readily aug- 
mented with orange juice and sugar of milk. In 
the severe cases with diarrhea and impending de- 
lirium, fluids should be forced by mouth or by in- 
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travenous or intramuscular injection. Glucose 
should also be administered in this way and the 
iodine solution may be injected along with the glu- 
cose and saline solution. Where vomiting is a hin- 
drance to the taking of fluids or food, at least 
2000 cc. or 3000 cc. of saline should be given in- 
travenously with 100 to 150 grams of glucose and 
30 to 60 minims of Lugol’s solution, every day 
until vomiting has ceased. 


When hyperthyroidism is associated with con- 


gestive heart failure, it may be necessary to restrict 
the fluids. In this case, intravenous injections of 
300 to 500 cc. of 20% to 30% glucose may be 
given twice a day. With this injection, five or six 
grains digitalis solution may also be given along 
with 30 minims of Lugol’s solution. This is to be 
continued, of course, only until full digitalization 
takes place. (144 grains per ten pounds body 
weight) Morphine should be used freely. 

Ordinarily, the patient with congestive heart 
failure and toxic goitre can be put to bed and treat- 
ment begun without haste. Lugol’s solution should 
be administered three time a day, in all types of 
toxic cases; fluids up to 1500 cc. or 2000 cc. can 
be given without danger. Digitalis can be adminis- 
tered by mouth in the usual way over a period of a 
few days or over a period of a week. Often digi- 
talis may not be necessary where the pulse is regu- 
lar and the edema is not extensive. Iodine alone 
will often control this and diuresis will begin with- 
in a few days. 

If, after a week or ten days of combined iodine 
and digitalis treatment, diuresis is not produced, 
one of the simpler diuretics can be given. Theocin 
is very effective and in five-grain doses once or 
‘twice or sometimes three times a day will usually 
produce excellent results. If this fails, Salyrgan in 
one or two cubic centimeter doses can be given in- 
travenously, great care being taken not to get the 
drug outside of the vein. It will surely bring 
prompt results. This should not be repeated more 
than once in two or three days. 

The estimation of a patient’s risk for operation 
demands careful attention. Of primary importance 
are: first, weight loss and duration of the disease ; 
second, age; third, the metabolic rate and its im- 
provement under pre-operative treatment; fourth, 
the presence of auricular fibrillation and congestive 


heart failure; fifth, gain in weight and slowing of 
pulse and general behavior under pre-operative. 
treatment. 

Multiple stage operation shoud be done in case 
there is any doubt. Pole ligations are the safest 
procedures to test the patient’s reaction to opera- 
tion. Marked temporary improvement may be best 
produced so that subtotal or hemithyroidectomy 
can be carried out within a few weeks. These ques- 
tions are to be decided by the surgeon but it is im- 
portant for the physician to urge conservative mea- 
sures. Even the sickest patient with extreme con- 
gestive heart failure can stand surgery in multiple 
stages if the preoperative treatment has-been care- 
fully carried out and if the patient is approached 
with caution. 

Quinidine sulphate can be used to bring about 
regular rhythm of the pulse, if desired. This should 
not be attempted until after all operative proced- 
ures have been carried out. This drug should. be 
used cautiously. The indications and technique ot 
administration should be carefully studied before 
actual therapy is attempted. If quinidine is not 
given, patients with auricular fibrillation should 
continue to take digitalis. At least half of them 
will have normal rhythm within three months after 
operation, so that it can then be discontinued. 

Too great caution need not be exercised with 
these patients when they are discharged from the 
hospital. The majority will get along well after 
the first month without any undue restrictions. If 
other heart disease is present, limitations should be 
advised accordingly. 

Summarizing, it is well to reiterate that recogni- 
tion of the thyroid heart is of paramount import- 
ance. The majority of these patients can be put 
back on their feet and because of this possibility, 
every effort should be made to uncover the “‘thyro- 
cardiac.” Treatment should be directed primarily 
toward hyperthyroidism, which in many cases alone 
will take care of the heart situation, and secondar- 
ily toward the heart with measures used in ordi- 
nary treatment of congestive heart failure. Finally, 
cooperation with the surgeon in regard to the kind 
and amount of surgery will reduce the mortality 
which will surely be high unless conservative mea- 
sures are undertaken. 

Lewis M. Hurxtuat, M.D. 
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